Few dermatoses are as easily recognized and as morphologically distinctive as classical psoriasis. Every clinical student quickly learns to recognize the sharply defined salmon-red plaques, capped by silvery scales, occurring typically on the extensor aspects of the limbs. Much psoriasis is indeed classical but few other than dermatologists appreciate the number of morphological variants with which this disease may present. Misdiagnosis of "atypical" psoriasis is common and leads to prognostic and therapeutic errors. The clinical features of psoriasis may be influenced by a variety of endogenous and environmental factors. This article will describe briefly the less well recognized variants of psoriasis, some common and relatively minor, others uncommon yet devastating in their impact. Attention will also be drawn to the ways in which therapy may modify the clinical picture.
Impact of Age
Classical psoriasis, with large discoid lesions on the trunk and limbs, is seen chiefly in the years of sexual maturity. At the extremes of life, both in young and old, psoriasis may look very different. NAPKIN PSORIASIS Traditionally, psoriasis has been rightly taught to be rare before the age of 5 years, but the paediatrician and the general practitioner know that eruptions evolving from the napkin area in infants may be very psoriasiform in appearance. The creases are affected and the erythematous plaques have well-defined edges on the thighs and abdomen. The axillae, neck, and scalp may also be involved.' Warin coined the term "napkin psoriasis" for such eruptions, which in the short term have an excellent prognosis and which respond well to topical corticosteroids. The relationship of this eruption to true psoriasis is disputed, candidosis and seborrhoeic dermatitis having claims to its lineage. Until long-term follow up studies have been undertaken its nature will be debated, but its occurrence in psoriatic families and occasional reappearance as ordinary psoriasis later lend support to the contention that it occurs in infants with the psoriatic predisposition.' GUTTATE PSORIASIS This exanthem is typically seen in children aged 5 to 12 years, often as the first manifestation of the disease. A sore throat is followed after ten to twenty days by an eruption, mainly on the trunk, of pink guttate maculopapules. Infectious disease may be suspected but after a few days the papules become more typically psoriatic and the absence of malaise or any enanthem makes the diagnosis clear. Guttate psoriasis often clears within three or four months without much treatment but may evolve into chronic discoid psoriasis.
FLEXURAL PSORIASIS
In the elderly, psoriasis has a tendency to be present in the axillae, submammary, or anogenital folds, though not usually exclusively. Flexural psoriasis is usually seen in postmenopausal women and older men, though it may occur at any age. The intertriginous site modifies the appearance of the psoriasis, which lacks scales and presents as a smooth glazed well-defined erythematous plaque. Similar psoriasis is found on the glans penis of the uncircumcized.
Localized Patterns
The clinical spectrum of psoriasis is enormous, both in space and time. Aetiology and Pathogenesis The only undisputed factor in the aetiology is the genetic one. This assertion is based on the facts of familial aggregation (in the absence of any aggregation in spouses), on twin studies, and on individual pedigrees and kindreds.4 Familial aggregation has been established in several large surveys in N.W. Europe. Twin data may reflect selective reporting but the concordance rate is much higher in published identical as compared with non-identical twin pairs. As with other common diseases, the mode of inheritance is difficult to establish. In a minority of families the disease appears to be inherited as a simple Mendelian dominant. Attempts at complete genetic analysis of pooled epidemiological data have foundered on the difficulty that the psoriatic diathesis may not be manifested until late in life, if at all. Unfortunately, no certain method of recognizing the latent psoriatic has yet been devised. The weight of evidence favours dominant inheritance with incomplete penetrance, but multiple factors may be concerned.
PREVALENCE
At any given time the disease is found in 1-5 to 2.0o0 of adults in North West Europe.5 6 There are major racial variations, the disease being much less common in the yellow-brown races and very uncommon in the negro. Rarely in any of these four patterns striking paravertebral ossification is seen.'9 Nail dystrophy is twice as common in psoriatic arthritis as in uncomplicated psoriasis. Erythrodermic and generalized pustular forms are more often associated with arthritis. In general the psoriasis which accompanies chronic psoriatic arthritis tends to be more severe, persistent, and resistant to treatment than uncomplicated psoriasis.
The cause of psoriatic arthritis and the nature of the association of psoriasis and arthritis are not understood but a genetic association seems possible. Atypical polyarthritis has been sporadically reported in psoriatic families, and recently psoriatic arthritis has been found to be aggregated in the first-degree relatives of probands with the disease 50 times more often than expected.' 8 The prognosis of psoriatic arthritis is usually favourable if corticosteroids are avoided, but rapidly evolving arthritis mutilans may leave in its wake severe hand damage with loss of function.
